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Drug eluting stentDextrocardia is a very rare congenital cardiac disorder in a normal population. A 62-year-old male patient was
admitted to our center with a right chest pain. On admission, patient informed us that he had dextrocardia. On
his electrocardiography, there was a 2 mm ST elevation on D2-D3-AVF and reciprocal ST depression on V1-4.
On coronary angiography, RCA was totally occluded from proximal portion after giving SA nodal artery. We
have successfully treated him with primary PCI by implantation DES and then electively PTCA to OM lesion.
© 2015 The Society of Cardiovascular Academy. Production and hosting by Elsevier B.V. All rights reserved. This is
an open access article under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).Introduction
Dextrocardia is a very rare congenital cardiac disorder in normal
population. It could be with complete transposition of abdominal or-
gans (situs inversus totalis) or solely. Incidence of coronary artery dis-
ease with dextrocardia is not different from normal population. 1
Coronary angiography, elective coronary interventions and coronary ar-
tery bypass surgery have been reported on this condition, but primary
percutaneous coronary intervention (PCI) in a dextrocardia patient
has been rarely reported probably due to the rarity of this condition.
Apart from standard procedures, some special technical aspects should
be considered in the percutaneous coronary angioplasty of these
patients, such as the opposite direction ofmanipulation of the catheters.
In this report, we will discuss a patient with dextrocardia who came to
our centerwith acute inferiormyocardial infarction andwas successful-
ly treatedwith drug-eluting stent (DES) implantation and then elective-
ly PTCA to OM lesion.
Case
A 62-year-old male patient was admitted to our center with a right
chest pain which radiates to the right arm. His pain started 30 min+90 232 343 56 56.
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y. Production and hosting by Elsevago. Onadmission, patient informedus that hehad dextrocardia. Hyper-
tension and new diagnosed diabetes mellitus are risk factors for coro-
nary artery disease. On his electrocardiography, there was a 2 mm ST
elevation on D2-D3-AVF and reciprocal ST depression on V1-4 (Fig. 1).
His blood pressure was 110/75 mmHg with 117/min heartbeat. On
physical examination, there was no abnormality except dextrocardia
and situs inversus. Acute inferior wall myocardial infarction was diag-
nosed and 300 mg ASA, 300 mg clopidogrel and 5000 IU IV heparin
bolus were administered, and he was transferred to the catheterization
laboratory for performing primary PCI.
Cardiac catheterization was performed via the right common femo-
ral artery, using a 7 Fr introducer.We usedmirror-image coronary angi-
ography angulations for the procedure. His thoracic aorta was lying
right to the sternum. Cannulation of left main coronary artery (LMCA)
was achieved by a 7 Fr Judkins left (4.0) catheter without difﬁculty.
Right coronary artery (RCA) was cannulated with a 7 Fr Judkins right
(4.0) guiding catheter with slight clockwise rotation and pulling. On
coronary angiography, left anterior descending artery was normal and
there was an 80% critical lesion in themid part of the ﬁrst optus margin
(OM) branch. RCA was totally occluded from proximal portion after
branch of the sinoatrial node artery (Fig. 2). So, urgent PCI to RCA was
decided. Total occlusion was crossed by a 0.014'' hi-torque BMW
guide-wire (Abbott Laboratories, Abbott Park, IL, USA) and balloon dila-
tation was performed with 2.0 × 20 mmMaverick balloon (Boston Sci-
entiﬁc, Boston, MA, USA). After balloon dilatation, distal ﬂow was
achieved. Because of re-coil, 2.75 × 28mmXience-V stent (Abbott Lab-
oratories, Abbott Park, IL, USA) implanted to the lesion at 10 atm (Fig. 3).
After stent implantation, distal antegrade TIMI-3 ﬂow was achievedier B.V. All rights reserved. This is an open access article under the CC BY-NC-ND license
Fig. 1. ECG of standard limb and chest leads to suggestive dextrocardia and inferior wall
myocardial infarction.
Fig. 3. Post angioplasty right coronary artery (RCA) injection in right anterior oblique view
(25°) showing normally ﬂowing vessel.
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was planned in a second procedure. The patient was counseled to re-
ceive dual anti-platelet therapy with aspirin and clopidogrel for at
least one year, as well as an angiotensin-converting enzyme inhibitor,
a beta-blocker and a statin.Discussion
Situs inversus with dextrocardia is a rare congenital anomaly with
an incidence of 1 per 10,000 individuals. Incidence of coronary artery
disease in these groups is similar with the normal population. 1 The
pathogenesis of origin is in the embryonic stage of development,
where a defect in the folding of the primitive heart tube results in mal-
position of the cardiac apex into the right chest. 2 Coronary interven-
tions and coronary artery surgery had been reported in dextrocardia.
3–5 There may be some problems while performing coronary interven-
tion in this special population. While performing angiography, mirror-
images of standard angiographic views have to be used. Also opposite
of standardmaneuvers has to be used for cannulation and engagement.
6 In 2005 double-inversion technique described by Goel PK. and this
technique normalizes all angiographic views to the standard conven-
tional views as seen in a normally located heart and makes interpreta-
tion easy and avoids interpretive errors. 7 As previously mentioned,Fig. 2. Right coronary artery (RCA) injection in right anterior oblique view (25°) showing
total cutoff of the mid RCA.RCA cannulation could be more challenging than LMCA cannulation.
Also in our case, we cannulated the LMCA with standard left Judkins
without difﬁculty, but cannulation of RCA with standard right Judkins
was achieved after a few failed attempts. All theprevious reports offered
counter-clockwise rotation for cannulation of RCA. 3,4 In contrast to pre-
vious reports, we could engage the right catheter with slight clockwise
rotation andpull-backmaneuver. In our case, right Judkins catheter pro-
vides enough support for delivering the equipment. In conclusion; we
report a rare case of acute myocardial infarction in a case of situs
inversus with dextrocardia and successfully treated by DES implanta-
tion in primary PCI.
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